To obtain normative values we performed in healthy volunteers (HV) stimulated single-fiber electromyography (SFEMG) of the Frontal muscle using concentric needle electrode (CNE).
Frontal muscles SFEMG, after stimulation with needle electrodes of the temporal branch of facial nerve, was conducted in 16 HV (6 males, mean age 43.1, range 20-60 years). Filter settings were 1000 Hz to 10 kHz.The mean consecutive difference (MCD) of the individual fiber and the mean MCD per study were determined.
Using the 95% percentile the upper normal limit for the individual fibers of jitter and the mean MCD per study in the HV was 37 ls and 27 ls respectively. Having defined these limits, we evaluated 7 patients affected by seronegative Ocular Myasthenia gravis. All these patients showed mean MCD >27 ls and >2 individual fiber Jitter >37 ls.
The 95% prediction limit might be optimal cut-off value, depending on the clinical question. The obtained reference values were narrow than those reported previously using concentric needles. Stimulation jitter recordings with CNE could be used in practice but borderline findings should be carefully assessed in a prospective study in which consecutive patients with clinical suspicion of Myasthenia Gravis will be enrolled. TNS induces a long-term depression (LTD)-like plasticity of the BR in healthy subjects (controls). BS have an hyperexcitability of the BR recovery cycle (BRRC) and an altered brainstem plasticity [2;3] . TNS effects on BR and BRRC of BS was investigated in the present study.
Seven BS and seven controls underwent BR and BRRC (interstimulus intervals: 200, 300, 500 ms) assessment before and at 0 (T0), 15 (T15) and 30 (T30) min after TNS delivery (120 Hz; 30 s ON, 30 s OFF for 20 min).
R2 areas of the BR were similar in BS and controls at baseline but were significantly different (p < 0.001) following TNS administration, with a significant facilitation in BS at T15 (p = 0.006) and a significant inhibition in controls at T15 and T30 (p < 0.05). At baseline, the BRCC was significantly enhanced in BS compared with controls (p < 0.05) and appeared unchanged after TNS, in both groups.
The BRRC was unaffected by TNS in both controls and BS, while the TNS-induced LTD of R2 circuits observed in controls was inverted into a LTP-like effect in BS. These preliminary data suggest that TNS may be a useful tool to evaluate an altered brainstem plasticity of brainstem circuits. A 71 years old female patient referred to her Physician for left hip and abdominal, nigh-time worsening pain. For this reason, she underwent a lumbosacral vertebral MRI, that highlighted the presence of L3-S1 left radiculopathy. After two weeks, she developed a left VI and VII cranial (peripheral) nerves palsy. Admitted to hospital, she underwent brain CT and MRI, that resulted unremarkable. In Neurology division, on examination a left VI cranial nerve palsy, a bilateral VII cranial nerve palsy, dysarthria, dysphagia and increased tendon reflexes were observed.
The neurophysiology investigation revealed diffuse delayed Fwaves with axonal response, absent H reflex, asymmetrical skin reflex, normal distal M-waves latencies, central and peripheral motor and sensitive conduction, and EEG. In light of these findings, matching the hypothesis of acute polyradiculoneuritis a lumbar puncture was performed. Increased CSF proteins and white cell count were found, while microbiological exams were unremarkable. A combination iv treatment (ceftriaxon, acyclovir, human IG) was established. Because of the onset of tetraparesis and respiratory failure, the patient was admitted to the intensive care unit.
Even if case of CSF pleocytosis (>50/ll) a differential diagnosis should be considered 1-2 this case report suggests that GuillainBarrè diagnosis can not defectively ruled out. A Peruvian woman was admitted to the Emergency Department of ''Policlinico Umberto I" in Rome for drop head associated to an acute flaccid paralysis of the upper limbs, beginning from the proximal muscles and rapidly extending to the distal. No sensory involvement was objectified. Her clinical history was significant for NonHodgkin Lymphoma and hematopoietic stem cell transplantation, complicated with a chronic graft-versus-host disease. Medullar spinal cord MRI showed a long tract of T2 hyperintensity in the anterior and central region of the cervical cord, with an elective involvement of grey matter. Lumbar puncture showed pleocytosis. An early NCS and EMG exam demonstrated reduction in cMAP amplitude from Ulnar and Median nerves bilaterally with absence of F-waves, with normal sensory conduction. Phrenic nerve assessment revealed bilateral reduction in amplitude. Severe reduction in spatial recruitment, doublets and triplets were also detected in the needle examination of upper limbs. Normal SEP were registered. Entherovirus D68, a polio-like virus firstly isolated in US in 2014, was isolated in patient's cerebrospinal fluid, plasma and throat swab. Intravenous immunoglobulins, together with steroids and Acyclovir, were dispensed as replacement therapy and passive immunization, with no effect. Patient underwent to tracheostomy and died after two weeks from hospitalization. 
